SUMMARY Increased attention to pulmonary aeration and oxygenation by early recourse to active resuscitation at birth was associated with a 20% reduction in mortality from hyaline membrane disease in preterm babies of 1-2 kg in 1971-76 compared with 1960-67. There were no other identifiable changes in management during this period.
Babies of 1-2 kg born at this hospital between 1960 and 1967 who were pink on admission to the special care nursery at birth were only one-quarter as likely to die of hyaline membrane disease as those who were cyanosed on admission. Omer et al.1 in presenting these findings were drawn to ask the question, 'Can initial resuscitation of preterm babies reduce the death rate from hyaline membrane disease ?'. They therefore adopted a policy of early intervention with elective intubation and ventilation at birth for all but the most vigorous preterm babies. Careful attention to adequate oxygenation and warmth was maintained during transfer and stabilisation in the nursery, using an in-dwelling orotracheal tube if necessary. This new policy caused a 3-fold reduction in the number of preterm babies who were cyanosed on admission and reduced the number of deaths from hyaline membrane disease, but the reduction failed to reach statistical significance during the period of study Lung function is now known to be abnormal even at birth3 in many babies who eventually die of hyaline membrane disease, and the poor prognosis of those babies with cyanosis on admission could be merely an expression of the functional immaturity of the baby's lung. However, the reduced incidence of cyanosis and decreased mortality in those babies subjected to more careful resuscitation indicates that greater attention to establishing effective aeration of the lung at birth can decrease the risk of lethal hyaline membrane disease as Omer et al.1 suspected. Attention was focused initially on the importance of avoiding hypothermia or cyanosis after delivery, but later attention was also focused on improving the even aeration of the lung, encouraging the development of a stable functional residual capacity, and correcting any possible acidosis with a period of elective hyperventilation after delivery. The theoretical risks of hypothermia and acidosis are apparent from the evidence of Gluck et al. 4 who found that such insults had a profound and immediate effect on surfactant production,5 and several controlled trials have shown the value of correcting any acidosis detected shortly after birth.6 There are however potential hazards in using sodium bicarbonate for this purpose, and good reasons for considering artificial hyperventilation a safer and more 'physiological' means of achieving the same objective. Pure oxygen was used partly as a matter of convenience, but also because there is some evidence that its use improves effective pulmonary blood flow7 8 We are indebted to the late Dr G A Neligan whose consistent and dedicated care and deep interest in all aspects of basic nursing management made this study possible. His collaborative research with E R covered a period of over twenty years and we regret that he did not live long enough to write +his paper himself.
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